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Judie Williams, Administrator

Ashley Manor Care Centers Iuc - Elgin Way
3961 Elgin Way

Boise, ID 83713

Dear Ms. Williamns:

Based on the Complaint Investigation and State Licensure Survey conducted by our staff at Ashley Manor
Care Centers Inc - Elgin Way on August 5, 2011, we have detertnined that the facility retained a resident a
wound that was not improving bi-weekly and the resident required skilled nursing care for treatment,

This core issue deficiency substantially limits the capacity of Ashley Manor Care Centers Inc - Elgin Way to
furnish services of an adequate level or quality to ensure that residents' health and safety are safe-guarded.
The deficiency is described on the enclosed Statement of Deficiencies.

You have an opportunity to inake corrections and thus avoid a potential enforceinent action. Correction of
this deficiency imust be achieved by September 19, 2011. We urge you to begin correction immediately.,

After you have studied the enclosed Statement of Deficiencies, please write a Plan of Correction by
answering each of the following questions for each deficient practice:

. What corrective action(s) will be accomplished for those specific residents/personnel/areas found
to have been affected by the deficient practice?

* How will you identify other residents/personnel/areas that may be affected by the same deficient
practice and what cotrective action(s) will be taken?

* What measures will be put into place or what systemic changes will you make to ensure that the
deficient practice does not recur?

' How will the corrective action(s) be monitored and how often will monitoring occur to ensure that
the deficient practice will not recur (i.e., what quality assurance program will be put into place)?

* What date will the corrective action(s) be completed by?

Return the signed and dated Plan of Correction to us by August 31, 2011, and keep a copy for your records.
Your license depends upon the corrections made and the evaluation of the Plan of Correction you develop.



Judie Williams, Administrator
August 18, 2011

You liave available the opportunity to question cited deficiencies through an informal dispute resolution
process. If you disagree witli the survey report findings, you may make a written request to the Supervisor of
the Residential Care Program for a Level 1 IDR meeting. The request for the meeting must be made within
ten (10) business days of receipt of the statement of deficiencies (August 31, 2011). The specific
deficiencies for which thie facility asks reconsideration must be included in the written request, as well as the
reason for the request for reconsideration. The facility’s request must include sufficient information for
Licensing & Certification to determine the basis for the provider’s appeal. If your request for informal
dispute resolution is received after Awgust 31, 2011, your request will not be granted. Your IDR request
must me made in accordance with the Informal Dispute Resolution Process. The IDR request form and the
process for submitting a complete request can be found at www.assistedliving.dhw.idaho.gov under the
heading of Forms and Information.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and left with you during the exit conference. The completed punch list form and accompanying
proof of resolution (e.g., receipts, pictures, policy updates, etc.) are to be subinitted to this office by
September 4, 2011.

Please bear in mind that any variance allowing the administrator to serve over other facilities is revoked as
of the date of the exit conference. The facility must now employ a single, licensed administrator who is not
serving as administrator over any other facilities. Failure to do so within thirty (30) days of the date of the
exit confernce will result in a core issue deficiency.

If, at the follow-up survey, it is found that the facility is not in compliance with the 1ules and standards for
residential care or assisted living facilities, the Department will have no alternative but to initiate an
enforcement action against the license held by Ashley Manor Care Centers Inc - Elgin Way.

Should you have any questions, or if we may be of assistance, please call our office at (208) 334-6626.

Sincerely,

JAMIE SIMPSON, MBA, QMRP

Program Supervisor

Residential Assisted Living Facility Program
Medicaid Licensing & Certification

JS/ka

Enclosure
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Judie Williams, Administrator
Ashley Manor Care Centers Inc - Elgin Way

3961 Elgin Way
Boise, ID 83713

Dear Ms. Williams:

An unannounced, on-site complaint investigation survey was conducted at Ashley Manor Care Centers
Inc - Elgin Way from August 3, 2011, to August 5, 2011, During that time, observations, interviews,
and record reviews were conducted with the following results:

Complaint # ID00005002

Allegation #1:

Findings #1:

On 3/29/11, an identified resident laid all night in a urine soaked nightgown and
soaked bedding.

On 8/3/11 through 8/4/11, observations, interviews and record reviews were
conducted. During this time, the identified resident no longer resided at the
facility. All residents were observed to be clean and well groomed. No urine
odors were detected. Three caregivers interviewed stated they had not observed
the identified resident wet when arriving on shift and checked the resident to
ensure she was dry every two hours. One caregiver stated, the identified resident
was occasionally observed with wet attends upon arrival for day shift, but was
not urine soaked; the caregiver did not believe the resident had laid in urine all
night. During the survey, three family members stated they had no

concerns regarding the cares of the residents.

On 8/3/11 at 11:58 am, the administrator stated it could not be determined that
the allegation had occurred upon investigation, but staff were in-serviced on
ensuring the resident was checked for cleanliness every two hours when
repositioning her,

On 8/3/11 at 2:00 PM, a hospice nurse involved with the resident's care, stated
she had not observed the resident soiled or unkempt at any time. She had no
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Unsubstantiated.

Allegation #2:

Findings #2:

Unsubstantiated.

Allegation #3:

Findings #3:

concerns with the care the resident received,

"Night Time Care Logs," for March 2011 and April 2011, documented the
identified resident was checked for cleanliness and repositioned every two
hours.

An in-service record, dated 4/22/11, documented six caregivers were instructed
on changing residents in bed, proper toileting and following a temporary care
plan for the identified resident, The identified resident's Negotiated Service
Agreement was updated on 4/22/11 to include specific toileting instructions for
the identified resident,

Although the allegation may have occurred, it could not be determined during
the complaint investigation.

An identified resident fell out of bed multiple times and interventions were not
put in place to prevent a recurrence.

On 8/3/11, the identified resident's record was reviewed. It contained incident
reports documenting four falls, from January through March 2011, Each
incident report documented the resident received necessary medical care and an
investigation took place regarding factors contributing to the falls. The incident
reports documented a bed alarm was initiated and a mattress was placed on the
floor beside the resident's bed, Another incident report documented a plastic
covering over the resident's mattress was removed to prevent the resident from
sliding out of bed. The reports documented staff were trained on any increased
care needs as a result of the falls, such as providing additional assistance with
transferring, The identified resident's Negotiated Service Agreement was
updated to include fall and injury prevention interventions,

On 8/3/11 at 10:35 AM, the administrator stated a mattress was purchased to
place beside the resident's bed, which could be easily slid under the bed when
visitors where present. The administrator showed surveyors the mattress. She
further stated, staff were instructed to utilize bed and chair alarms and to check
on the resident frequently,

An identified resident lost a significant amount of weight and interventions
were not put in place to prevent future weight loss.

On 8/3/11, the identified resident's record was reviewed. Medication assistance
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Unsubstantiated,

Allegation #4:

Findings #4:

Allegation #5:

Findings #5:

Unsubstantiated.

records from January 2011 until April 2011, documented the resident received a
high calorie nutritional supplement twice daily and an additional serving of a
high protein item such as cottage cheese with each evening meal. The record
contained hospice notes, which documented the identified resident's weight loss
and lack of appetite was an expected outcome and staff were to assist with
feeding when desired by the resident.

On 8/3/11 at 10:30 AM, a caregiver stated they provided the identified resident
with Ensure and "super pudding," but she frequently refused to eat, "If she
wanted food we would feed her, even if it was 2:00 AM."

An identified resident's personal washcloths and blankets were missing.

Substantiated. However, the facility was not cited as they acted appropriately by
implementing interventions to prevent the reoccurrence. An in-service record,
dated 4/22/11, documented staff were instructed to wash residents' laundry
separately. Further, upon interview of current residents and family members, it
was determined there were no further complaints of missing personal
belongings.

An identified resident was not provided adequate assistance with grooming.

On 8/3/11 through 8/4/11, observations, interviews and record reviews were
conducted, During this time, the identified resident no longer resided at the
facility. All residents were observed to be clean and well groomed. Three
caregivers interviewed stated they were instructed to assist the resident with
grooming tasks and did not recall seeing her unkempt. During the survey, three
family members stated they had no concerns regarding the cares of the
residents.

On 8/3/11 at 2:00 PM, a hospice nurse involved with the resident's care, stated
she had not observed the resident unkempt at any time. She had no concerns
with the care the resident received.

An in-service record dated 4/22/11, documented six caregivers were instructed

on providing assistance with brushing the resident's teeth and washing her face.
The identified resident's Negotiated Service Agreement was updated on 4/22/11
to include specific grooming instructions.

Although the allegation may have occurred, it could not be determined during
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Allegation #6;

Findings #6:

Unsubstantiated.

Allegation #7:

Findings #7:

Unsubstantiated.

the complaint investigation.

A medication aide was not on duty the night of 3/28/11

On 8/4/11, the as-worked schedule was reviewed for the month of March 2011.
An employee record of the staff member who was scheduled the night of
3/28/11 was reviewed. It contained the appropriate medication certification
(dated 12/8/10) and nursing delegation, Three other sampled employee records
contained the necessary medication certification.

On 8/3/11, three caregivers stated they were unaware of a medication aid not
being available to assist with medications. One caregiver stated she worked the
night shift for two weeks prior to having been medication certified, but the
adininistrator lived 5 minutes away and she was instructed to call her for any
medication needs. She further stated, she did not have any problems reaching
the administrator when assistance was needed.

On 8/4/11 at 2:00 PM, the administrator stated they implemented a "sleeper”
staff member who was medication certified to sleep in the building, if the
on-duty night shift staff member was not medication certified. The "sleeper”
staff member would be awakened by the non-certified caregiver to assist with
medications if needed.

Although the allegation may have occurred, it could not be determined during
the complaint investigation,

Sufficient staff were not scheduled to meet the needs of the residents.

Between 8/3/11 and 8/4/11, observations of residents receiving cares were
conducted on the day and evening shift. All residents were observed well
groomed and received assistance with activities of daily living. Three family
members stated they had no concerns regarding staffing and the cares the
resident's received. Four caregivers stated they were able to assist residents with
the required cares with the current staff available,

A letter, dated 4/22/11, documented a concern was brought to the
administrator's attention regarding staffing, In response to the concern, two staff
members were scheduled in the building, during all meal times, to assist with
cares, feeding, and toileting.
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As no deficiencies were cited as a result of our investigation, no response is necessary to this report.
Thank you to you and your staff for the courtesies extended to us on our visit,
Sincerely,

i 74
V \,/ Ny ! \ﬂ{l G ATy ! \“'1 o

Kal en Anderson, RN
Health Facility Surveyor
Residential Assisted Living Facility Program

c: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program
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August 17, 2011

Judie Williams, Administrator

Ashley Manor Care Centers Inc - Elgin Way
3961 Elgin Way

Boise, ID 83713

Dear Ms, Williams;
An unannounced, on-site complaint investigation survey was conducted at Ashley Manor Care Centers

Inc - Elgin Way from August 3, 2011, to August 5, 2011, During that time, interviews and record
reviews were conducted with the following results:

Complaint # 1DC0005093
Allegation #1: The facility retained a resident with a wound that progressed to a Stage IV.
Findings #1: Substantiated. The facility was issued a deficiency at IDAPA 16.03.22.520 for

retaining a resident whose wound was not healing bi-weekly. The facility was
required to submit a plan of correction.

Allegation #2: The facility did not coordinate and identified resident's wound care with a
hospice agency.
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Findings #2:

Unsubstantiated.

Allegation #3.

On 8/3/11 and 8/4/11, the identified residents record was reviewed, It contained
care notes from the hospice agency documenting discussions that took place
between the facility and the hospice agency regarding the identified resident's
cares. Care notes fiom the administrator and facility nurse documented when
the hospice agency was called or when the resident's cares were coordinated.

The identified resident's Negotiated Service Agreement documented the
identified resident received hospice services and specified the services received.

On 8/3/11 at 9:00 AM, the administrator stated she would have a face to face
meeting with the hospice nurse during each visit to discuss concerns and would
review the notes the hospice agency left after each visit. Any concerns would be
discussed with the facility RN,

On 8/3/11 at 9:15 AM, the facility RN stated she would observe the wound
periodically when the hospice nurse was doing wound care and discuss any
concerns. The administrator would also report any concerns to her identified
during the visits from hospice, if she was not present.

Between 8/3/11 and 8/4/11, four caregivers stated they were instructed to call
hospice if the resident’s dressing needed changing and would notify the facility
RN if the hospice RN was unable to change the dressing

Although the allegation may have occurred, it could not be determined during
the complaint investigation.

Facility staff neglected to provide an identified resident with prescribed wound
care,
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Findings #3: On 8/3/11 and 8/4/11, the identified resident's record was reviewed. It contained
care notes documenting that the resident was repositioned every two hours, had
barrier cream applied after toileting and an air mattress was utilized. The
resident's record also documented a protein supplement was utilized to promote
healing. During this time, four caregivers stated they repositioned the resident at
least every two hours and kept her off the pressure sore. The identified
resident's family stated the facility provided the necessary care to the resident
including keeping her clean and dry and repositioning her.

Unsubstantiated,

If you have questions or concerns regarding our visit, please call us at (208) 334-6626. Thank you for
the courtesy and cooperation you and your staff extended to us while we conducted our investigation,

Sincerely,

K(gﬁ N f“}f I (,\,.j?/y”"‘ii,.@f 1y {f/\i\_‘i
Karen Anderson, RN

Health Facility Surveyor

Residential Assisted Living Facility Program

c: Jamie Simpson, MBA, QMRP, Supervisor, Residential Assisted Living Facility Program
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care daily, Az socn as we realized the wound was
not improving we issued a thirty day discharge
notlce,”

On 8/3/11 at B:16 AM, the facllity RN stated,
Rasldent #4's wound slarted a& a hoil on her right
buttock, The rasldent was sent to tha hospital
twice, to hava the beil lanced, Both times the

-resldent was treated with antibiotica for infection,
The resident's physiclan ordered hosplce
sarvices and a hosplcs nurae came to the facliity
to care for the wound. She followad the wound
¢losely and when It was evident the wound was
not healing, a thirty day dlscharge notlcg was
izsuad,

On 8/3/11 at 3:32 PM, an RN wound nurse from
the facliity the resident had been transfgrred o
slated, "] azsesaad the resident upon admisslon,
the wound was very massive and dsep. | could
sae all the way to her spine.” The RN staled, "the
resldent's wound should have had aggresslve
;raatmant befora It turned Into the horrific wound It
3 now."

On 8/4/19 at 12:01 PM, the hosplce RN stated,
tha hosplce doclor did nat arder aggrassiva
treatment for the wound, because he delermined
the wound wauld not improve, She stated, "My
Job was to make sure the dressing over tha
wound was kept dry and intact, | am a haspice
nuyse, not 8 wound nurse. | depend on the faclilty
{0 lot me know what is accaptabla for assistad
living faclities.”

The facility determined on 5/8/11, that Resldent
#4's wounds were not h&zling biweckly and
raqulrad a higher level of gara than what the
facliity could provide. After the 30 day nollce was
given, the facliity RN dld not agaass the wound to
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ensurs the facllity was meeting the resldent's
needs while placement was sought, The resldent
was nof discharged until 5/31/11, and the waund
continued to worsen, Twenty six days efter the
dishcharge holice was givery, tha wound
progresaed to a Stage [V and measured 10 cm in
depth, The facility retained a resident who they
did not have the capabllity and capacity to care
for. This resultad In Inadequate care,
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Adminetrzior City 2ip Code
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Team Leader [Survey Type Survey Date
Karen Anderson Licensure, Fallow-up and Complaint O8/0511
NON-GORE ISSUES
1 ¢ |25m Tha fEICl'lt}FdId not develupa BMP to evaluate Hmderrt#i s hlslor_-,rofbehawcrs. [P'm:l’mtrnplc medn:.lmnswere
being used hutno behaviors wersevaluated.)
2 x |30001 One of four emplayees did pot have documented evidence of RN delegation,
3 ¥ |7z001n The fadlity did not have a <ffmina history dearance leterin one of four employee recerds.
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Food Protection Program, Division of Health
450 W, State Street, Boise, Idaho 83720-0036
208-334-5938
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Date:

ty Estab #U EHS/SURM Ins :ec)i\on time: Travel time:
WANOIN LAV _
Inspection Type: Risk Calegory: Follew-Up Repert: OR On-Site Follow-Up:

Dale: |

Ttems marked are violations of Idahq‘ s Food Cede, IDAPA 16.02.19, and require correction as noled.

HEALTH =« WELFAREFoo0d Establishment Inspection Report

# of Risk Factor # of Retail Practice
Violations Violations "~
# of Repeat 1t of Repeat

Violations Violations

Scere Z Scere

A score greater than 3 Med | A score groatef than 6 Med

or 5 High-risk = mandatory
eq-site reinspection,

or 8 High-risk = mandatery
an-site reinspecion.

‘Demonstration of Knowledge (2102} = - |cos | » )  Food cos| R
N 1. Cedtification by Aceredited Program; or Approved alo Y\N NO NA| 15 Proper cooklng, hme andtemperalure {3- 4{11) aja
Comsg orcurlect TBSPOASEs, otcnmpllance with Code Y N N@ N | 15. Reheating for hot helding {3-403) al o
. - Employoe Health 2201) .~ - v N ¥ NA | 17, Conling (3:501) aja
fi N 2 E)_(clusmn reslriction &nd reporting Qla S N N0 NA | 18 Hot holding (3:607) alo
: Good Hyglenic Practices - & e - .
3 N NO NA | 19 Cold Holding (3-501) a1 a
AN 3. Eating, tasting, drinking, or lobacco use (2 401) Q10 ‘§(N o NA | %0 Dalamarking(and dispostion (3.501) a0l
. N 4 D}schqrgefro_m £yes, 1050 gnd_mquﬂﬂ? 401) a1d ‘Y N NO 21. Time as a public health control {proceduresirecords) ala
] - Gontrol of Hands 4s @ Vehicle of .Contamination. - }ﬂé\ (3-501) .
}{ N 5. Clean hands, properly washed (2-301) a|a 4 Hsumer Adviso
. 6. Bare hend contaet with ready-to-eat foodsfexemption 22. answneracfmsmyrouawurundercoukedfoud
XN {3-304) e XN tal) H—— i
N 7. Handwashing faciliies {5-203 & 6-301) a|a jighly Sugceptibie Populatios
il B -
* Approved Source - Y N No W& 23 Pastgt_mzed foods used, avoidance of olo
%/ N 8. Food oblained from approved sousce {3-101 &&2{}3) gia }y\ prohidited foods (3-801)
v N 8. Receiving temperature / condition (3-202) a{d - i e o S i R Sl
?'J N NA 18, Records: shellstock tags, parasite destruction, alo Y N bj]ﬂ( 24. Additives/ epprove '”“ap?m"?d (3-207) oja
ﬁ required HACCP plan (3-202 & 3-203) ,y\N (2?5 tmﬂug subif?ngﬁgroperw identfied, stored, used | 4|
' Protection from Contamination L
Y N NA | 11. Food segregated, separated and protected {3-302) | | Ul ot . -Confomarica wlth Approved Procedures .
A TS PV P FN W 2. Compliance with variance and HACCP plan8-201) | | 1
PN NA ala
(45,46, 4-1)
..Y\J N 13. Retuined/resenvice of food {3-306 & 3-901) a1a Y = yes, in complianco N =no, not in compliance
AN 14, Distarding reconditioning unsale food (3-701) aja %%zgz‘r :’E‘Js:d“::_qhe gﬁ;;ﬁtiﬂﬁﬂf
Mi=COSerR
ftemiLocation Temp | temLocalion™" - “Temip] - V1 Htemlogation: Temp: 7= itemilocation - Temp
P
;f”‘(&md-u) {)UJJ\n./\ Y2l | o4 chops 6/2
\I,)‘lb)“\)(wv cheele (M2 F5h ¢ Ju/ Potadtne 10T
- GOOD RETAIL PRACTIGES {BJ=Tot in complianca).

cos | R cos R cos R
O | 27. Use of ice end padewized eggs a O | OO | 34 Foedcorlzmnatien a O | O | 42 Food vtensilefruse (| a
O | 28 VWalersource ard auantty O a1 Sz.ﬁlfgu'pmeni fortenp o O | O | 43 ThermomslzreMesl drigs (W] d
O | 29 Insede/redenls/anmals 4 Q | U | 36 Persond cleaniness (W} 0 | O | 44 wWerewashing facity a (|
u j“e'ai;‘;f:ifemfm coniael sufases consdnucled, O | a | alw remeetondton | O | O | O 45 Wipngedne ol o
(W] g:e.:::gﬁng installed, cross Gonnertion; back flow d O | O [ 38 Plantfoadcooking a O | O | 46.Ulensd & single-service slearags a a
0 | 32 sewage and wasle water dsposal d O [ O [ 3 Thawing (W] O | Q| 47 Physical facities o o
U | 3 Sinks conlaminded from clearing mantenarce loo's d O | OO | 40 Toilet facidies d O | O [ 48 Speciaized processing methods d d
0 §1m§:;$aga and refuse a O Q| 49 ctrer ) 0
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